Sexual and reproductive health (SRH) care is often overlooked in advanced practice nursing educational programs, but advanced practice registered nurses are expected to provide care in this sensitive area. Competencies for SRH care were developed by the World Health Organization, and individual countries including the United States have adapted them to their unique health systems and populations. In this article, we discuss extant and future pathways for advanced practice registered nurses to develop competence in SRH care. JOGNN, 46, e168-e179; 2017. http://dx
S exual and reproductive health (SRH) has been widely recognized as essential to the health and well-being of individuals, families, and communities, and a well-trained health workforce is critical to ensure access to these services (World Health Organization [WHO] , 2011a). In the United States and around the world, advanced practice registered nurses (APRNs) are important members of the health care teams who provide SRH care, which is increasingly situated within primary health care. In this article, we provide background on the population needs for SRH care in the United States, describe the current status of SRH competencies and extant educational pathways for primary care APRNs, and suggest strategies to further expand the capacity of this sector of the health care workforce.
Background

Definitions
Sexual and reproductive health (SRH). The WHO defines reproductive health as the following:
Reproductive health is a state of complete physical, mental and social well-being, and not merely the absence of disease or infirmity, in all matters relating to the reproductive system and to its function and processes. Reproductive health therefore implies that people are able to have a satisfying and safe sex life and that they have the capacity to reproduce and the freedom to decide if, when and how often to do so. (WHO, 2011a, p. viii) This definition extends beyond a narrow focus on maternal-child health to include reproductive health of men and women throughout the life cycle. It is grounded in an understanding of SRH as a human right and a social justice issue.
Sexual and reproductive health care. Building on this definition, SRH care is described as
The constellation of methods, techniques and services that contribute to reproductive health and well-being by preventing and solving reproductive health problems. This also includes sexual health, the purpose of which is the enhancement of life and personal relations, and not merely counseling and care related to reproduction and sexually transmitted diseases. (WHO, 2011a, p. ix) Within this framework, a minimal set of SRH services that should be accessible to all people is identified as preconception, contraception, pregnancy and unplanned pregnancy care, including abortion; women's health/common gynecologic care; genitourinary conditions of men; assessment of specialty gynecologic problems, including infertility; sexual health promotion; and coordination with public health and primary care services. An approach that is inclusive and patient centered should be used to deliver these services (Auerbach et al., 2012; WHO, 2011a) .
Reproductive justice. The concept of reproductive justice was first articulated by Ross (2006) , a U.S.-based scholar and cofounder of the organization SisterSong. This concept has contributed to greater acknowledgment of social determinants of health, such as income inequality, racism, and other forms of oppression, as germane to SRH. In the three core principles of reproductive justice, every woman has
. the human right to: i) decide if and when she will have a baby and the conditions under which she will give birth; ii) decide if she will not have a baby and her options for preventing or ending a pregnancy; iii) parent the children she already has with the necessary social supports in safe environments and healthy communities, and without fear of violence from individuals or the government. (Ross, 2011, p. 3) Reproductive justice offers a framework that goes beyond the paradigms of health equity and patient-centered care currently articulated by the WHO and many U.S. health care agencies.
Competencies. The U.S. Department of Education (2002) identified competencies as the domain or body of knowledge and skills that define a profession; guide training programs; shape employer expectations; and drive performance standards for credentialing institutions, certifying agencies, and accrediting organizations. Clinical competencies define nursing practice and form the basis for curriculum development, measurement of student and program outcomes, and program accreditation (Hewitt & Cappiello, 2015) .
SRH Service Delivery in the United States: Current and Projected Trends
Approximately 70% of the 67 million women of reproductive age (13-44 years) and 12% of men ages 15 to 44 in the United States access sexual and reproductive health services each year (Auerbach et al., 2012; Chabot, Lewis, de Bocanegra, & Darney, 2011; Frost, Frowirth, & Zolna, 2015) . Demand for SRH services is predicted to rise in the future (Auerbach et al., 2012) . The United States lags behind most other developed nations on outcome indicators of SRH, including rates of infant and maternal morbidity and mortality, teen pregnancy, and sexually transmitted infections (Centers for Disease Control and Prevention, 2015; MacDorman, Mathews, Mohannon, & Zeitlin, 2014) . Racial, ethnic, and socioeconomic disparities are evident in most, if not all, areas of SRH in the United States (Finer & Zolna, 2016; Haider, Stoffel, Donenberg, & Geller, 2013; James et al., 2009 ).
Although most people currently access SRH care via private health centers, a growing number receive these services through community health centers, public health departments, or freestanding clinics, many of which rely on funding from Title X of the Public Health Services Act (Auerbach et al., 2012; Crissman et al., 2016; Frost, 2013) . These sites are critical in the provision of SRH care to poor and low-income women: 40% of women report that this is their only source of care, and 60% report it as their main source of health care (Crissman et al., 2016; Frost, 2013) . With the implementation of the Affordable Care Act, there has been a mounting effort to address more patient health concerns, including SRH, in primary care settings (Berg, Taylor, & Woods, 2013; Taylor, Levi, & Simmonds, 2010) . Because the mandate of Title X is to provide family planning and related preventive health services, not comprehensive primary care, the future of these SRH-focused delivery sites is uncertain. This has been further complicated by political challenges to government involvement in the delivery of SRH care. Regardless of the ultimate outcome of these policy battles, preparations and support for providers in all settings to deliver high-quality SRH care remain important.
APRNs as Providers of SRH Care
Historically, APRNs have played a major role in the delivery of SRH care in community-based Simmonds, K., Hewitt, C. M., Aztlan, E. A., and Skinner, E.
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CNE settings, such as the Title X-funded sites mentioned previously (Manisoff & Davis, 1975) . In some states this includes Planned Parenthood clinics, the largest provider of SRH services in the United States (Bednash, Worthington, & Wysocki, 2009) . In 2014, 67% of the full-time equivalent clinical service providers in Title X clinics were nurse practitioners (NPs), certified nursemidwives (CNMs), or physician assistants as compared with physicians, who represented only 18% of clinical service providers in these sites (Fowler, Gable, Wang, & Lasater, 2015) . Data regarding the delivery of SRH services by APRNs in private practice settings are sparse.
Although the total number of APRNs in the United States has been steadily rising, the number of those who are specifically prepared to provide SRH care, primarily women's health NPs (WHNPs) and CNMs, has decreased proportionally as the number of generalist primary care NPs has increased (American Association of Nurse Practitioners, 2016; Auerbach et al., 2012) . This trend can be attributed to a number of factors, including limited student exposure to SRH care, inadequate opportunities for hands-on training in SRH, APRN scope of practice barriers, salary disparities, and the absence of professional certification opportunities in SRH care (Auerbach et al., 2012; Cheng, Kelly, Carlson, & Witt, 2014) . This relative decline in the number of APRNs with deep knowledge and skills in SRH care has important implications for patients, especially low-income and otherwise vulnerable individuals who are largely served by APRNs.
Competency in SRH
As the U.S. health system pivots to focus on primary care and prevention, the need for competencies and pathways to ensure that primary care providers, including APRNs, are able to provide quality SRH care has emerged (Mundinger et al., 2000) . Established competencies in SRH are needed to provide a basis for the safe and effective delivery of these essential services.
SRH competencies defined by WHO. (Wilkinson & Halfnight, 2013) . Currently, FSRH offers several training pathways for clinicians (FSRH, 2012) .
SRH competencies in the United States. Building on efforts spearheaded by the Association of Reproductive Health Professionals, Cappiello, Levi, and Nothnagle (2016) conducted a modified Delphi study to identify and refine core competencies in SRH for primary care providers in the United States. A set of 26 interprofessional competencies were developed through this study (see Table 2 ). The authors recommend a number of next steps to promote uptake of the competencies, including dissemination to primary care
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Pathways to SRH Competence I N F O C U S CNE professions through formal and informal organizational networks, endorsement from professional health care organizations, development of curricular tools and continuing education modules, and ongoing evaluation and refinement.
Of note, in contrast to the WHO and FSRH competencies, reproductive justice is referenced in this U.S.-focused set. Although the United Kingdom has integrated concepts of health equity and cultural sensitivity throughout its National Health Service, the term reproductive justice is not used in relation to SRH. Although a full discussion of this difference in language is beyond the scope of this article, it is noted as one example of how adaptation of WHO competencies may reflect the unique sociopolitical histories and health care environments of different countries.
SRH competencies for APRNs. In the United States, there is a growing emphasis on competencies to inform education, certification, and licensure and as a means to ensure a competent and safe workforce. In the last decade alone, competencies in genetics and genomics, palliative care, public health, and emergency In 1990, the National Organization of Nurse Practitioner Faculties (NONPF) established core competencies for entry into practice for all NPs. In collaboration with the American Association of Colleges of Nursing, NONPF went on to develop competencies for NPs with specific population foci (adult-gerontologic, family, pediatric, and women's health) and, soon after that, for acute care and psychiatric NPs (NONPF, 2013) . The core and population-focused competencies are Simmonds, K., Hewitt, C. M., Aztlan, E. A., and Skinner, E. (2014) to define the role of the WHNP, identify practice competencies, and guide educational programs. In these guidelines, the elements of the provision of comprehensive SRH care to women and men are described, and this care is identified as the core of WHNP practice. On the other hand, although primary care NP certification includes care of populations that commonly need SRH services (e.g. adolescents, childbearing women), only some aspects of SRH care are included within the lists of core knowledge and skills provided by certifying bodies (American Nurses Credentialing Center, 2015). Furthermore, these are not aligned with detailed educational competencies; therefore, educators are left on their own to figure out how to best teach and assess students for competence in providing SRH care.
Within midwifery, the Core Competencies for Basic Midwifery Practice encompass most areas of SRH care as defined by the WHO; however, the focus of these competencies is on women. Other than extending care to partners in cases in which there is a sexually transmitted infection, they do not include SRH care of people more broadly (American College of Nurse-Midwives [ACNM], 2012).
Unintended pregnancy competency. Educational competencies related to care for women with unintended pregnancies were recently published (Hewitt & Cappiello, 2015) . Recognizing that nurses encounter reproductive-age women throughout all practice settings (in-patient, emergency, ambulatory, and community-based settings), the authors assert the need for all nurses to be competent in SRH care regardless of their practice area. Although the competencies are aimed at pre-licensure education, they are also relevant to APRNs.
Early abortion care competency. Advancing New Standards in Reproductive Health (n.d.) has published core competencies for early abortion care by primary care clinicians, including CNMs, NPs, physician assistants, physicians, and doctors of osteopathy. These are intended to supplement extant core and population-focused competencies (e.g., women's health, family practice). Learners are expected to progress from observation to direct supervision to independent practice as they attain competence in providing abortion care.
Pathways to Competence in SRH for APRNs
Health professionals, including APRNs, can develop competence in a particular area of care by matriculating into academic programs that prepare learners for certification, participating in continuing education activities, or receiving on-the-job training. In some specialty areas, postgraduate credentialing opportunities, residencies, or fellowships exist. Current and possible future pathways for APRNs to develop competence in SRH care before or after completion of entry-level advanced practice Some APRN programs allow students to prepare for certification in more than one role and/or population foci, such as women's health or midwifery and one of the generalist primary care NP specialties (e.g., adult-gerontology primary care NPs or family NP). These dual options enable learners to develop deep knowledge and skills in SRH care and also build broad knowledge and skills in primary care.
Current status of SRH education/curricular offerings in the United States. Very little has been written on the SRH curricular content of APRN educational programs in the United States. Foster et al. (2006) reported on the didactic and clinical offerings of NP, CNM, and physician assistant programs in eight areas of SRH, including family planning/contraception, emergency contraception, pregnancy options counseling, spontaneous abortion management, surgical abortion, manual vacuum aspiration, medication abortion, and postabortion care. Among these topics, the greatest rates of curricular inclusion were in didactic coverage of family planning/contraception. Overall, all programs included less clinical than didactic education across all topical areas. Elective abortion was the least commonly covered of all eight topics in all programs. The most common reasons reported for this omission were that it was not a curricular priority (49%) and limited clinical sites (31%). Lack of faculty qualified to teach about this topic was cited as the fourth most common reason for lack of inclusion.
The types of programs represented in the sample are not reported; therefore, it is not possible to determine whether these findings represent generalist primary care or other types of NP programs. In addition, because the survey was administered in 2000, its relevance to current curricular offerings in SRH may be limited. Nevertheless, anecdotal evidence from recent graduates and faculty who currently teach in primary care NP programs, including some of the authors of this article, suggest that inclusion of SRH care continues to be limited in many primary care NP programs (personal communication, J. Cappiello, July 28, 2016).
Postcertification pathways. APRNs can also expand their knowledge and skills in SRH care after certification through participation in continuing education activities, on-the-job training, or other types of point-of-care learning. Many teaching and learning tools about SRH care have been created that are appropriate for APRN learners. These may be incorporated into academic or continuing education programs or be used for self-directed learning. Although it is nearly impossible to create an exhaustive compendium of these resources, a number of them are listed in Table 3 to serve as starting points for teaching precertification students or continuing education. In addition, many professional conferences at various times and in different regions in the Unites States are broadly focused or inclusive of sessions on specific aspects of SRH. Some conferences also feature hands-on SRHrelated workshops, such as intrauterine device insertion and vaginal microscopy. However, although many of these teaching and learning resources are excellent, they are not part of a comprehensive, coordinated SRH framework, nor do they lead to a credential in SRH care.
Postgraduate certification or credentialing. At this time, the only formal pathway for generalist APRNs who want to advance their knowledge and skills in SRH is to matriculate into an academic postgraduate certificate program in which learners are prepared for certification in women's health or midwifery. Although postgraduate credentialing has been established in some specialty areas, such as oncology, emergency, and palliative care, no such pathway currently exists in SRH care in the United States.
NP residency programs. NP residencies offer an emerging new opportunity for NPs to strengthen their knowledge and skills, including in SRH care.
Pathways to SRH Competence
Although a number of specialty-focused NP residencies exist in areas such as cardiology and oncology, none focused specifically on SRH have been established. Although many of the extant primary care NP residency programs include rotations in women's health, details about what these entail and evidence that they lead to greater competence in SRH care is not readily available.
Future Directions
Although APRNs have a long history of providing high-quality SRH care, a number of challenges exist to integrating SRH care more broadly into APRN practice. One obstacle rests in the current approach to NP certification and education, which is based on population(s) served, and in many academic programs, curriculum is further organized by system or disease processes rather than by concepts that cut across populations and lifespan, such as SRH. Further complicating this situation is the U.S. public-private health care delivery system, which, in contrast to countries such as the United Kingdom, is poorly coordinated. As a result, the concepts and recommendations of the WHO and models of SRH care developed by countries with organized national health systems cannot be easily applied in the United States. Nevertheless, despite these constraints, a number of possible activities and pathways to expand SRH care delivery by APRNs and other health providers in the United States are presented in the following sections.
Advance SRH Competencies
Without established educational standards and clinical competencies, it is difficult to ensure that APRNs, particularly those who are responsible for providing SRH as part of primary care, possess minimal competence in SRH care upon entry into practice. An important first step to address this 
Identify Current Curricular Offerings and Gaps in SRH Care
Documenting the SRH content and clinical opportunities of academic APRN programs, especially those that prepare generalist primary care NPs, and primary care NP residency programs would provide baseline data, without which it is difficult to develop programs to effectively address gaps and measure changes in knowledge, skills, and attitudes. Stronger, more current evidence about SRH content and clinical opportunities in APRN educational programs could also be used to provide support for calls to integrate this subject into precertification educational programs.
Increase SRH Content and Clinical Opportunities in APRN Educational Programs
Major challenges to the expansion of SRH content in precertification APRN educational programs include finding time to incorporate yet another "special" topic into already packed curricula and lack of faculty with expertise to teach in this area (Foster et al., 2006) . Several possible strategies to address these issues are discussed next.
Adopt a broad approach for integrating SRH content. With the adoption of a lifecycle approach, SRH could be integrated into extant courses as a fundamental aspect of health that clinicians should routinely consider with regard to individuals during times of wellness and illness. SRH content could also be featured in nonclinical courses, such as ethics, where it could serve as a springboard to introduce the concept of reproductive justice. Maintain and bolster the WHNP and CNM roles. The WHNP and CNM roles are established pathways for APRNs to develop high-level competence in SRH. However, to sustain and expand these pathways, these providers need to be more broadly recognized and integrated as essential members of the primary care workforce. One way to achieve this is to co-locate these SRHcompetent providers within comprehensive primary care sites (Auerbach et al., 2012 Create an SRH fellowship or SRH-focused residency for APRNs. Participation in fellowships and residencies fosters the development of expert skills, the generation of new knowledge, and the creation of valuable connections between practitioners and scholars in a particular field. Fellowship opportunities in family planning currently exist for physicians in the United States; creation of similar programs for APRNs could offer a new pathway to develop high-level competence in SRH in this sector of the health workforce. To this end, existing family planning fellowship programs could be expanded to include APRNs (and nurses). An added benefit of this strategy would be the creation of new opportunities for interprofessional education and collaboration in SRH. The establishment of residency programs in SRH could be another pathway for APRNs to develop more in-depth knowledge and skills after completion of precertification education programs.
Expand loan repayment opportunities to include SRH sites. Finally, the expansion of scholarship and loan repayment opportunities to include Title X-funded sites could make employment in these settings more viable for APRNs with interest and expertise in SRH and bolster the existing and future pathways discussed.
Conclusion
As the focus of health care delivery in our nation shifts toward primary care, disease prevention, and wellness promotion, preparing the workforce to provide safe, high-quality SRH care should be a priority. Historically, APRNs have delivered expert care in SRH-focused settings and primary care to underserved populations. As the lines between these two formerly separate areas of care blur, new opportunities for APRNs to lead the delivery of high-quality SRH care are emerging. By maintaining extant educational pathways and creating new ones, APRNs can continue and further add to our nation's SRH workforce capacity.
